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The popularity and use of complementary and alternative therapies and medicines (CAM) has remained
high in the UK and many other countries over at least the last two decades. Access to such modalities via
publicly funded health and welfare systems has remained very limited over the same period. Personal
health budgets, designed to offer signiﬁcant control and personal choice over health care, offer
a potential mechanism for some individuals to access publicly funded CAM treatments more directly.
This development brings into sharp focus debates about evidence based health care and conﬂicts
between public policy which is geared towards consumer choice and public policy which is based on
certain forms of scientiﬁc evidence. This paper will examine some of the arguments for allowing access
to CAM via personal health budgets, and potential objections and obstacles to this.
 2010 Elsevier Ltd. All rights reserved.1. Introduction
Many commentators have observed that an increasingly signif-
icant force in the welfare systems of most modern developed
societies is that of consumerism.1 Broadly this term refers to a view
of public services as commodities, and increasing attention being
paid to protecting and satisfying the individual needs and wishes of
those who use, or ‘consume’ such services. Governments have
responded to this demand by adapting, to varying degrees, many
state run public services, in attempts to offer greater responsive-
ness and greater choice.
UK governments since 1979 have enacted a series of reforms to
public services in this direction. For example, The Thatcher
government in the UK (1979e1990) introduced market forces into
health and social care via the formation of the internal market in
the NHS and a similar separation of purchasers and providers in
social care with the introduction of the Grifﬁths reforms and the
1990 NHS and Community Care Act.2 The New Labour government
(1997e2010) continued the direction of travel with further reforms
to public services aimed at increasing diversity, inﬂuence and
choice for users of public services.3 The coalition government
elected in 2010was quick to produce plans for change in the NHS, in
the white paper ‘Equity and Excellence’. This document makes it
very clear that the theme of patient choice will be even more
central to health policy “The NHS also scores relatively poorly on
being responsive to the patients it serves. It lacks a genuinely patient-
centred approach in which services are designed around individualAll rights reserved.
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the NHS, through an information revolution and greater choice and
control”, “Shared decision-making will become the norm: no decision
about me without me”.4
2. Direct payments, personal budgets and health care
One method of giving users signiﬁcant choice and control is via
the mechanism of a personal budget. This enables a person to be
offered, in lieu of directly provided services, an equivalent sum of
money, for them to purchase their own care and services. In the ﬁeld
of social care campaigning by various groups led to the setting up
a set of 13 pilot projects for personal budgets in social care across
local authorities in England from the end of 2005. Unusually, eval-
uation of these projects using an RCT was part of the pilot project
process. Illustrating the dictum that it is often the case that policy
drives evidence rather than the reverse, the care services minister at
the time, announced that personal budgets were the future of social
care, well before the evaluation was complete. Nevertheless the
evaluation report did indicate that personal budgets provided
increased choice and control and positive outcomes in terms of
health and well being for most service user groups.5 The policy has
been rolledout nationallyand local authorities nowhave challenging
targets in relation to the number of service users who are using this
mechanism of support. At the end of 2009, over 25,000 social care
service users in England andWales were receiving personal budgets
and the aim is that 30% of those who receive community based
services will receive a personal budget by April 2011.6
One of the issues which arose from the social care pilot projects,
was that of the dividing line between health and social care.new way of accessing complementary therapies? Complementary
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issue for both service users and those setting up and providing
services. To meet a persons assessed needs, a range of services and
interventions may be offered, and there is often no obvious point at
which a health need becomes a social care need.
In fact researchers found that many people receiving direct
payments for social care used them to purchase a range of services
traditionally deﬁned as health care.
These included physiotherapy, foot dressings and so on but also
CAM therapies for pain relief and relaxation.5
Moreover, the evaluation of the programme found that more
than half of personal budget holders reported better health and 57%
of family care givers reported better health,7 even though the
budgets were speciﬁcally set up to fund social care only and at the
time the department of health were adamant that personal budgets
would never be introduced for health care because they ﬂouted the
fundamental principles of the NHS.
Around this time Glasby et al. noted that what was remarkable
about direct payments/personal budgets was “the extent to which
they mirror key policy goals in the UK NHS yet have historically been
resisted in health care”.8 Also at this time developments in relation to
health care such as theDarzi reviewwere calling for increased choice
and the use of personalisationwithin the NHS to achieve this kind of
choice. One of the key stated aims of the reforms recommended by
this reviewwas to empower patients. “The NHS needs to give patients
more rights and control over their own health and care, for more
personal care”.9 A number of documents from think tanks such as the
Demos Foundation10 and The Social Market Foundation11 together
with reports from Canada, the USA, the Netherlands and Australia
which all had experience of personal budgets in health care,8 sup-
ported their use as a very effective mechanism for giving patients
choice, control and better outcomes in relation to health care.
The result of these various drivers was the setting up in the UK,
in 2009, of 75 pilot projects of personal health budgets (PHBs). It is
notable that half of all primary care trusts (PCTs) in the country
applied to become pilot sites. The aim was initially to offer these
budgets to people in four particular groups: those receiving NHS
continuing health care; those with long term conditions; those
with mental health problems; and those receiving end of life care.12
These pilot projects are running for a period of three years and
a subset of 20 are being evaluated by the Personal Social Services
Research Unit at the University of Kent. The health white paper
produced by the coalition government describes a continuing
commitment to this programme.
When the pilots commenced there was not a legal mechanism
for offering direct cash payments to individual health service users.
Whilst social care users have legally been able to receive direct
ﬁnance in the shape of direct payments since the 1996 direct
payments act, the personal health budget pilots were set up with
notional budgets, or in some cases budgets held in some kind of
trust set up on behalf of the patient by a third party.12 The Health
Act 2009, which received Royal Assent in November 2009, changed
the law in this regard and direct payments were available to PHB
holders from Summer 2010.
3. Complementary medicine, chronic illness and personal
budgets
This is clearly an interesting development from the point of view
of complementarymedicine for several reasons. Firstly, the fact that
the kind of NHS users who are being offered PHBs are typically the
kind of people who use complementary therapies, i.e. those with
chronic, long term conditions who tend to consume a lot of NHS
resources and who do not experience signiﬁcant beneﬁt from these
NHS interventions.13,14Please cite this article in press as: Rogers J, Personal health budgets: A
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who would most like to access complementary therapies are pre-
vented from doing so for reasons of cost and access15e17 and that
PHBs may provide a new mechanism of access for many people.
Thirdly, that this development brings into sharp focus the possible
conﬂict between drives on the one hand to increase the amount of
choice and control that service users can have, and on the other the
drive for publicly funded interventions to be evidence based
according to very speciﬁc types of evidence.
In relation to CAM use and chronic illness, a number of surveys
have been undertaken in the UK and elsewhere of those who use
complementary medicine, which have given some insight into the
numbers and some of the characteristics of such users. A systematic
review of studies found that the most reliable estimates suggested
consistent consultation rates with CAM practitioners of 20% or
more of the population in a variety of countries including South
Australia, the US and the UK.18 People with chronic illness use CAM
modalities 2e5 times more than others.19 One Dutch study found
that 33% of the chronically ill population use CAM.20 Looking at it
from a different perspective a study examining the health status of
people using CAM practitioner services in four English counties
found that 60% of CAM users reported having a chronic illness or
disability, signiﬁcantly higher that the general population.21 It is
estimated that 80% (or up to 180 million) GP visits in the UK are
related to chronic illness.22With an ageing population this will only
increase in the coming years.23 A recent review of a large number of
studies conﬁrmed a strong association between chronic illness,
particularly with multiple conditions; and CAM use.24
Many professionals within the NHS recognise the limitations of
existing evidence based interventions for many chronic conditions
andweknow that somewill prescribe CAM therapies forwhere such
an ‘effectiveness gap’ has been described.25 Indeed it was estimated
that 39.5% of GP practices provided access to some form of CAM in
199515 and that this had risen to 50%by2001.26 One detailed studyof
those with long term conditions who use CAM concluded that such
use should be understood as a critical component of self care
management in general and should be viewed not as a search for
a miracle cure or a rejection of conventional medicine but as an
attempt to take personal responsibility for health and a pragmatic
attempt at managing a chronic condition as well as possible.14 From
this perspective CAM use should be welcomed and encouraged as
a good example of the kind of self management and assumption of
responsibility for health which Department of Health Policy is
advocating.27 Indeed the kind of active role which is adopted by
those who seek out and inform themselves about CAM therapies for
their chronic ailments is exactly the kind of approach which the
Department of Health expert patient programme recommends.28
In terms of the evidence relating to access and demographic
factors, surveys consistently suggest that those who use CAM are
better educated. The latest review of research suggests that this
factor is consistently associated with CAM use. The relationship
between income and CAM use is less consistent though a large
number of studies show an association between higher income and
CAM use than not.24
It has been noted that CAM use is higher among those with
chronic illness and that many such users express great satisfaction
with such interventions. It is likely to be the case that those with
chronic illness are much more likely to live on state beneﬁts or be
on lower incomes. Indeed there is a lot of evidence that chronic
illness is socially patterned and that there is a gradient with those
on lowest incomes experiencing the highest levels of ill health.29,30
Whilst many GP practices provide some form of access or referral to
CAM, as noted earlier, it is also the case that increasingly, such
access is less likely to be funded by the NHS.26 Following campaigns
by small groups of professionals some routes of access have beennew way of accessing complementary therapies? Complementary
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tals for example, have been reduced by many PCTs.31 Those on
lower incomes are currently far less likely to be able to use CAM
since the economics and the time consuming nature of most CAM
interventions make them relatively expensive at the point of
delivery, without any public subsidy.
Critics of personal health budgets have suggested that they may
lead to greater health inequalities as the more articulate and well
educated know how to work the system.32 Evidence suggests
however that without public subsidy and public access mecha-
nisms, individuals with chronic health problems, whowould like to
utilise CAM, are less likely to have the means or the knowledge to
access them. In this sense PHBs may actually lead to far greater
equity when it comes to access to CAM treatments.
4. The evidence debate
The drive towards evidence based health care has been very
strong and growing since the 1980s.33 In using this term, many
commentators implicitly or explicitly refer to speciﬁc types of
evidence, and typically refer to the scientiﬁc hierarchy in which
RCTs and systematic reviews and meta-analysis enjoy pride of
place.
Many complementary therapies are not supported by a strong
evidence base in these terms.34 However, the same therapies often
enjoy signiﬁcant popular usage and many service users believe
strongly that such therapies are beneﬁcial. If public policy is to
driven by issues of choice and user control, should evidence be
a secondary consideration? Many scientists and professionals think
that sufﬁcient levels of certain types of scientiﬁc evidence should
be the primary consideration in directing public resources to health
care interventions.35 Others suggest that the primary questions
should be different ones and that the most appropriate evidence
relates to whether an intervention is safe, meets a person’s iden-
tiﬁed need and whether they are satisﬁed with the outcome in the
real world, rather than whether that intervention has been shown
to be statistically different in the restricted population and envi-
ronment of a randomised trial.36
Unsurprisingly service users and health professionals who
support CAM are broadly in favour of the development of PHBs:
other health professionals who are committed to the EBM agenda
have portrayed it as misguided. The NHS Alliance have come out in
favour and noted that “ patients will be allowed to go outside of
NHS guidelines”. However, a negotiator for GPs stated that “I think
there seems to be some confusion in Government policy. On the one
hand they have been quite clear that the NHS should use resources
based on evidence-based guidance developed by NICE, but there seems
to be some confusion about the degree of ﬂexibility patients will have.
For example most complementary therapies are not supported by NICE
guidance”.37
Such comments go to the heart of debates about the meaning of
evidence based medicine. The established hierarchy of evidence
places a big emphasis on the very speciﬁc and well delineated
interventions, which have been able to demonstrate efﬁcacy within
the tightly controlled conditions of a clinical trial.
But there is also good evidence that factors other than the speciﬁc
efﬁcacy of a tightly deﬁned intervention can have signiﬁcant beneﬁts
to health. There is a strong body of evidence, for example, that
demonstrates that giving patients choice and control leads to better
health outcomes and even greater longevity. In one study people
living in care homeswhowere simplygiven a plant to look after lived
signiﬁcantly longer.38 A study of women undergoing surgery for
breast cancer noted that those women given a choice of treatment,
with the agreement of the surgeon, had less post operative depres-
sion than those whose surgeon insisted on either mastectomy orPlease cite this article in press as: Rogers J, Personal health budgets: A
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for a programme of heart disease management improved physical
and psychosocial functioning.40
In this sense, a commitment to evidence based interventions
could lead to a view that the choice and control provided by PHB’s
mean that they are strongly evidence based and a completely
rational direction for health policy, rather than misguided. Regard-
less of the speciﬁc interventions chosen by an individual, and as long
as they are not harmful, the fact of having the power to choose, may
be signiﬁcantly beneﬁcial for a patient with a long term problem
which has not responded to conventional health interventions.
This becomes an issue of which type of knowledge becomes
privileged. Will it be knowledge from the accepted hierarchy of
evidence? Will it be consumer led? Or will it be based on profes-
sional power and judgement?
5. Personal health budgets in practice
So far an argument has been made for providing access to CAM
therapies via the emerging mechanism of personal health budgets.
Is this likely to happen to any signiﬁcant extent in practice? What
barriers or objections might be raised to such a move?
Experience in social care demonstrated signiﬁcant professional
resistance to the introduction of both direct payments and personal
budgets.8 Researchers also found that, once the concept was
operationalised, the beneﬁts to service users become apparent, and
professionals become excited about new ways of working in part-
nership rather than worried about losing their job or their role, the
resistance from professionals was signiﬁcantly reduced.41
There is no single model which describes exactly how personal
budgets will work in practice or how people might access
complementary therapies using such budgets. The essential prin-
ciple relates to putting the patient in control and ensuring that they
have the choice and resources to access services which meet their
assessed needs. There are certain activities and services which are
proscribed, such as the purchase of alcohol or tobacco, gambling,
repayment of personal debt, and the payment of college or
educational fees. Other than that the Department of Health guid-
ance states only that the patient must use their budget to ‘procure
services speciﬁed in their care plan’.12
Some authors think that GPs should gate keep and recommend
the treatment provider to be used, after diagnosis has been made.8
The patient would then spend their allocated budget with that
provider. Another model suggests that patients should be able to
choose from a menu of approved treatment providers without
direct recommendations from a GP or other professional and the
more radical model suggests a wider set of choices be made
available to patients.8
Glasby et al. have suggested that, for those with long term
conditions, a full assessment of predictable long term care needs
would be followed by the costing of resource implications for
a period of perhaps one year, to determine a budget. The patient
would then be given a cash sum in the same way as social care
direct payments. The patient may seek assistance from health
professional or user support organisations to manage the process,
but theywould be free to choose their own care so long as it broadly
met their identiﬁed needs.8
With regard to CAM provision it was noted above that there
were examples from the social care evaluation programme of
people using their social care personal budget to fund CAM treat-
ments. There are already a number of examples from the personal
health budget pilots of similar decisions being made, and of them
making a real difference in peoples lives. To take just one example,
research in Norfolk in 2009 found that those with long term
conditions who used complementary treatments regularly “oftennew way of accessing complementary therapies? Complementary
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ment of their condition than the prescription drugs they use”.426. Risk issues
A number of objections have been raised to the shifting of both
resources and responsibility from professionals employed by the
state to individual users of welfare services. One such objection in
relation to both health and social care relates to quality and stan-
dards. Professionals employed by local authorities and the NHS are
trained to certain standards and are subject to signiﬁcant regula-
tion and monitoring.
In social care there has been signiﬁcant debate in relation to the
employment by service users of untrained personal assistants,
the terms and conditions of employment of such assistants and the
right of users to choose not to insist on regulatory checks such as
CRB clearance, and minimum levels of training.43 In health there
are concerns in relation to individuals choosing to purchase
services from untrained and potentially dangerous practitioners of
non conventional therapies. Critics of CAM often point to a number
of related risks. The most commonly articulated is that people may
use CAM as a complete alternative and visit practitioners who fail to
diagnose serious health problems, with resulting morbidity or
mortality.44 These critics acknowledge that there is little systematic
research into this area and therefore any such evidence is
anecdotal.
With personal health budgets it will always be the case that
there is some gate keeping or oversight by GPs or other health
professionals, and negotiation with those professionals regarding
the actual use of the budget. In addition the department of health
guidance for pilot projects is pointing people towards practitioners
who are registered with the recently established Complementary
and Natural Health care Council (CNHC), as a means of ensuring
safety and minimum standards.45 Giving choice and responsibility
to individuals and letting go of a little professional power and
control inevitably entails some amount of risk. What should be
considered is whether the signiﬁcant gains which may result more
than outweigh the small amount of risk.
7. Conclusion
In recent years the increasing popularity of CAM interventions
has been countered with a backlash from a movement which
characterises CAM as lacking in credible evidence and which
argues as a consequence that public monies should not be given to
any interventions of this kind. This paper has argued for a different
perspective on evidence. With very clear evidence that choice and
control are beneﬁcial to health, the moves towards greater choice
in health care and more personalised care should be welcomed.
The mechanism of personal budgets is demonstrably good for
health, and whether an individual chooses to use their budget to
purchase CAM treatments or not should be a matter for negotia-
tion with their health care professionals but ultimately a matter of
personal choice. It is certainly clear that the types of individuals
who are receiving personal health budgets receive limited beneﬁts
from traditional NHS care, and clear that such care is expensive.
Such individuals would often choose CAM treatments but have
often been denied access to them. The provision of CAM via
personal health budgets to those with long term conditions,
chronic illness, mental illness, and those receiving end of life care,
can potentially offer many gains, and there is little to lose by
allowing such access. If the loud rhetoric of patient choice is to
mean anything then this is certainly a direction in which the NHS
should continue to move.Please cite this article in press as: Rogers J, Personal health budgets: A
Therapies in Clinical Practice (2010), doi:10.1016/j.ctcp.2010.12.002Conﬂict of interest statement
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